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Abstract: A previous study suggested that patient-
practitioner agreement and follow-up in ambulatory
care facilitates problem resolution as judged by pa-
tients. In this study in another medical practice, practi-
tioner-patient agreement on what problems required
follow-up was associated with greater problem resolu-
tion as judged by the practitioners regardless of the
severity of the problems. In this study, patients did not
judge problems mentioned only by themselves to be
less improved than problems mentioned by both them
and their practitioners. However, in this study more of
the problems mentioned only by patients were men-
tioned in the note of the visit contained in the medical

The initial process of care, recognition of patients' prob-
lems by practitioners, has received little attention in re-
search although it is clear that all other processes (diagnosis,
management, reassessment) depend upon adequate and ac-
curate perception of the underlying reason for the visit. A
growing literature, much of it from Great Britain,'-3 address-
es this issue by analyzing the verbal interactions between
doctors and patients and demonstrating patterns of commu-
nication that are intuitively considered dysfunctional. There
also has been more systematic study of the gaps in recogni-
tion of patients' problems and of their impact on patient
care. Accurate recognition of patients' problems is associat-
ed with better understanding on the part of patients,4'5 more
compliance,6'7 and better outcomes.8'9 Practitioners do bet-
ter at recognizing patients' problems when there is continu-
ity of care.'0 Medical records specifically designed to im-
prove information recognition also facilitate problem-recog-
nition by practitioners. "-'3

Roter showed that professional dominance of the practi-
tioner-patient interaction could be reduced by encouraging
patients to express their problems niore forcefully.'4 In a
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record. Patients expected less and reported less im-
provement of problems that were neither mentioned
by the practitioner nor written in the medical record
than was the case for problems listed both by patients
and practitioners. The findings of this study confirm
those of the previous study in suggesting that practi-
tioner-patient agreement about problems is associated
with greater expectations for improvement and with
better outcome as perceived by patients. In addition,
they indicate that practitioners also report better out-
come under the same circumstances. (Am J Public
Health 1981; 71:127-132.)

study authored by one of us,'5 practitioner-patient agree-
ment on problems requiring follow-up was associated with
better recognition of the problem at follow-up by the practi-
tioner than was the case when only the patient believed fol-
low-up necessary. Moreover, those problems that both pa-
tient and practitioner acknowledged were more often report-
ed as improved by the patient. In that study neither the
practitioners' perception of improvement nor an estimate of
the severity of the problems were determined. The study to
be reported was therefore designed to address the issue in an
entirely different setting: to determine whether practitioners
would also judge more problems as improved if they were
mentioned as needing follow-up by both themselves and
their patients as compared with problems listed only by prac-
titioners themselves, and to assess the relationships between
severity of the problems, their listing, and their outcome.

Methods

This study involved patients who were seen at the Met-
ropolitan Health (Care-First) Plan office between mid-June
and mid-August 1979 and were given appointments to return
for follow-up. Care-First is a prepaid Health Maintenance
Organization plan providing comprehensive and preventive
services to primarily working-class families in Baltimore,
Maryland. Physician care is provided by five internists and
three pediatricians with full-time faculty appointments at the
Baltimore City Hospitals and the Johns Hopkins University
School of Medicine. Two nurse practitioners also provide
care.

The study design was the same as that reported for the
previous study.'5 In brief, all patients given an appointment
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for a follow-up visit were interviewed at the conclusion of
the visit (index visit) at which the appointment was made.
Although interviews were not conducted at all office ses-
sions, the entire spectrum of office hours was included, each
one in proportion to its frequency during the week. The in-
terviewer used a structured form to determine what prob-
lems were to be reexamined at the follow-up visit, ex-
pectations for improvement of each problem, its perceived
seriousness,* and the patient's (or the parent of the pa-
tient's) concern about it. After the index visit, the practition-
er completed a questionnaire addressing the same issues
without knowledge of the patient's responses.

Just before seeing the practitioner at the follow-up visit,
all patients were asked about the degree of improvement of
each problem they previously mentioned. After the visit,
practitioners were requested to indicate the degree of im-
provement of problems they had listed as requiring follow-
up.*

In the analysis, the study population was divided into
two groups (I and II) according to the completeness of infor-
mation on outcome. Patients (N = 94) who returned for their
follow-up appointments and therefore had information on
outcome obtained from both patient and practitioner com-
prised Group I. Patients (N = 29) who were either scheduled
to return after the study period (no information on outcome
from either practitioner or patient) or who (N = 12) were
interviewed by telephone because they did not keep their
appointments (no information on outcome available from
practitioner) comprised Group II.

Results

Table 1 shows the similarity of population character-
istics of Group 1 (69.6 per cent) and Group II (30.4 per cent).

Following the 135 index visits, patients and practitioners list-
ed a total of 275 problems requiring follow-up. For the adults
in both Groups, almost one-half (49.1 per cent, 49.4 per cent,
respectively) of the problems were listed by both patient and
practitioner. For the children in both groups, the agreement
was 77-78 per cent. The overall agreement on problems re-
quiring follow-up was 52 per cent. The remainder of this pa-
per deals only with the findings in Group I, as this is the
group for whom information on follow-up is available from
both practitioner and patient and is the group comparable to
Group A in the previous study. 1

Problems that were listed by both practitioner and pa-
tient were significantly more likely (73 per cent) to be of
moderate or marked concern to the patient than problems
listed only by the patient (51 per cent). Similarly, problems
that were jointly listed were more likely to be perceived by
the practitioner as of greater concern to the patient (75 per
cent) than problems listed only by the practitioner (45 per
cent). Neither patients' nor practitioners' assessments of se-
verity of the problem were associated with joint listing.

Table 2 shows that practitioners were more likely to re-
cord no improvement for problems that they alone listed.
Adults and children differed in the extent to which improve-
ment was reported, but in both cases improvement was re-
ported as greater when both patient and practitioner had list-
ed the problem. For adults, practitioners reported little or no
improvement for 66 per cent of those problems previously
listed by themselves only, compared to 40 per cent of those
listed by themselves and their patients. For children, 100 per
cent of the problems listed by practitioners only showed
little or no improvement according to the practitioner, as
compared with 6 per cent of the problems listed by both.
Improvement as reported by the practitioner was related to
the practitioner's initial assessment of seriousness. Of the

TABLE 1-Characteristics of the Study Groups*

Characteristics Group I Group 11

Total # in group (%) 94 (69.6) 41 (30.4)
Adult Child Adult Child

#of patients(%) 77 (81.9) 17 (18.1) 35 (85.4) 6 (14.6)
Same practitioner (%)

at both visits 62 (80.5) 15 (88.2) NA NA
Same type practitioner (%)

at both visits 69 (89.6) 16 (94.1) NA NA
Mean # problems per patient 2.1 1.3 2.3 1.5
Patient and practitioner agree
on main problem 55 15 22 5

Problems listed by:
Practitioner only(%) 44 (27.0) 1 ( 4.5) 19 (23.5) 2 (22.2)
Patient only(%) 39 (23.0) 4 (18.2) 22 (27.2) 0 ( 0.0)
Both (%) 80 (49.1) 17 (77.3) 40 (49.4) 7 (77.8)

Average number of problems
listed by:
Practitioner only 0.57 0.06 0.54 0.38
Patient only 0.51 0.24 0.63 0.0
Both 1.04 1.00 1.14 1.17

*Group I = complete information for both index and follow-up visits
Group 11 = information lacking for follow-up visits

*Not obtained in the previous study.
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TABLE 2-Outcome of Care as Judged by Practftioners According to Prior Agreement on the
Need for Folw-up

Problem Status on Follow-up*

Moderate or Slight or
Marked Improvement or No Improvement or
Resolution of Problem Worsening of Problem

Problem mentioned by
Practitioner and Patient 44(49.4%) 45(50.6%)
Practitioner only 12(26.7%) 33(73.3%)

Chi Square = 5.47; p = .02
R2 = 0.05 (Categorical Analysis of Variance)
*For consistency with previous study, outcome is categorized as indicated. If improvement is categorized as

Worse/None vs. Slight, moderate, marked, resolved, the x2 value is 12.02; p < .01; RW = 0.10

problems the practitioner originally thought of little or no
seriousness, 55 per cent were thought to be improved on fol-
low-up, whereas 36 per cent of problems originally thought
to be moderately or very severe were reported as improved
subsequently. However, problems that both patient and
practitioner listed were more likely to be reported as im-
proved regardless of perception of severity. In fact, prob-
lems initially regarded as moderate or very serious were sig-
nificantly more likely (p < .05) to be reported as improved if
they were mentioned by both practitioner and patient (46 per
cent) than if they were mentioned by the practitioner only
(17 per cent). Neither the patient's initial concern about the
problem nor the practitioner's assessment of the patient's
concern were associated with improvement as judged by the
practitioner.

Improvement as reported by patients did not vary ac-
cording to whether the problem had been mentioned by both
the practitioner and patient or by the patient only. Patients
reported moderate or marked improvement or resolution of
56 per cent of problems mentioned by both themselves and
practitioners and for 57 per cent of problems mentioned only
by themselves. Neither the patient's initial concern about
the problem nor the seriousness of the problem as perceived
by the patient were related to improvement of the problem as
reported by the patient.

Although the practitioner and patient agreed (more than
can be accounted for by chance alone) on the extent of im-
provement for those problems that were jointly listed, practi-
tioners and patients judging improvement of the same prob-
lem did not agree 20 per cent of the time about whether the
problem they both recognized as needing follow-up was im-
proved at the time of the follow-up visit.

Discussion

The findings in this study support the previous con-
clusion that agreement between patients and practitioners fa-
cilitates problem resolution.'s Whereas the previous study
elicited only the patients' assessment of outcome, this study
included practitioners' assessments as well. This study
found that the practitioners reported improvement in a great-

er proportion of problems that were listed as needing follow-
up by both themselves and patients than was the case for
problems they only had listed as requiring follow-up.

In contrast to the previous study, however, the present
study did not find that problems listed only by patients, par-
ticularly adult patients, were less likely to be considered im-
proved by the patient than problems both practitioners and
patients listed. This discrepancy can be explained by greater
recognition of patients' problems and greater expectations
for improvement in this study. The results of the previous
study suggested that certain problems not listed as needing
follow-up by practitioners were not dealt with in the index
visit to the extent that other problems were; that patients
perceived this; and that patients expected a poorer outcome
and experienced a poorer outcome.'I For example, only 37
per cent of problems which were listed as needing follow-up
by the patient but not the practitioner were noted in the med-
ical record note of the index visit. Patients expected fewer
than one-third of these problems to show improvement, as
compared with expectations of improvement for one-half of
the problems which the practitioner had recorded in the
medical record. When the patient returned for follow-up, on-
ly 7 per cent of problems not mentioned by the practitioner
and not noted in the medical record were reported as im-
proved. In comparison, 44 per cent of problems not listed by
the practitioner but recorded in the record were reported as
improved.

In Care-First, however, 59 per cent of problems listed
only by the patients as needing follow-up were mentioned in
the practitioners' index visit note. As was the case in the
previous study, expectation for improvement was greater
where the problem was mentioned in the medical record (83
per cent as compared with 29 per cent where it was not men-
tioned), so that overall expectations for improvement were
much higher than in the previous study. Similarly, reported
improvement for problems mentioned in the medical record
(73 per cent) was greater than when the problem was not
mentioned in the medical record (33 per cent). Problems nei-
ther on the practitioner's list nor in the medical record had a
very low expectation for improvement (14 per cent), consist-
ent with the low reported improvement of these problems (17
per cent), just as was the case in the previous study.

AJPH February 1981, Vol. 71, No. 2 129



STARFIELD, ET AL.

Thus it appears that discrepancies between practitioners
and patients in their assessments of what problems require
follow-up are associated with significant differences in out-
come of care regardless of the perceived severity of the
problem. When patients' problems are not recognized by
practitioners, as evidenced by practitioners not mentioning
them as needing follow-up or recording them in the patients'
medical charts, both patients' expectations for improvement
and reported improvement are less than is the case when
both practitioner and patient signify recognition of the prob-
lems. Although problems of concern to patients are more
likely to be jointly recognized as needing follow-up, neither
the patients' concern nor perceived seriousness are associat-
ed with reported outcome. When problems are recognized
only by practitioners as needing follow-up, they are less
likely to be improved on follow-up even if they were prob-
lems that the practitioner believed to be least serious initial-
ly.

In summary, this study indicates that practitioner-pa-
tient agreement about problems is associated with a better
outcome, as judged by both practitioner and patient, regard-
less of the severity of the problem. These findings suggest
several areas for further examination:

* First, the number of patients in this study was rela-
tively small, particularly with regard to children. Although
the results are consistent with previous work using the same
research design in a completely different medical practice,
larger samples will be required to examine simultaneously
the relative effect of different aspects of the practitioner-pa-
tient relationship on the recognition of problems and their
improvement. For example, what characteristics of patients
and of practitioners are associated with agreement on prob-
lems? What characteristics of problems facilitate joint agree-
ment? Is continuity of care associated with better outcomes,
just as it is associated with better recognition of the problems
on follow-up?'0 Are medical record formats that enhance the
recording of patients' problems, such as records to which
patients actively contribute, associated with better results of
care, just as they contribute to the practitioners' follow-up of
problems?'3

* The second area for further investigation involves oth-
er ways of assessing outcome. This study used subjective
assessments by practitioners and patients as the criterion for
improvement. Although practitioners' and patients' agree-
ment on the outcome is greater than would occur by chance
alone, the 20 per cent disagreement suggests that both as-
sessments are necessary, at least in the absence of objective
measures that are widely accepted as reasonable criteria for
improvement of patients with a wide variety of types of
problems. No such measures now exist. Future studies
might, however, incorporate results of laboratory tests
(where they are appropriate) or changes in particular phys-
ical signs of disease (where they are present) to provide a
wider view of the spectrum of outcome'6 than is obtained by
subjective judgments alone.

* A third and more difficult area for further investigation
concerns the nature of the problems themselves. In this
study, carried out in a primary care clinic, the problems were
typical of those occuring in primary care practice. Examples

are middle ear infection, fatigue, elevated blood pressure,
skin rash, diabetes, dysmenorrhea, and various types of
pain. The only characteristics of problems assessed were
subjective judgments of severity and concern on the part of
patients and practitioners. The specification of case-mix is
difficult even in inpatient settings'7 where there is consid-
erably less variability in severity of illness than is the case in
outpatient care. As it is not now possible to stratify out-
patient diagnoses according to severity or prognosis, meth-
dologic work will be required before it is possible to examine
the relationships between objective characteristics of prob-
lems, their recognition and management by practitioners,
and their improvement as assessed by different types of mea-
sures.

Despite these limitations, the findings of this study but-
tress theoretical notions about the importance of the dynam-
ics of the practitioner-patient interaction.'8 Although much
is known about the content of this interaction,'9' 20 the mech-
anisms by which initial agreement about the problem, its se-
verity, and its expectation for improvement influence the
outcome of care require elucidation.
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I U-MI Offers Tenth Annual Course on Radiation Protection
The Tenth Annual Short Course on Radiation Protection will be held May 4-15, 1981 in Ann Arbor,

MI. The course is designed for individuals in industrial, medical, and governmental positions whose
time does not permit, or whose requirements do not justify a full academic program. The emphasis of
the course is on critical interpretation and evaluation of information pertaining to the effects of ionizing
radiation on humans.

One-third of the 48 lecture topics presented during this intensive ten-day short course cover the
basics of radiation physics and dosimetry such as atomic structure, interactions of radiation with mat-
ter, internal and external dosimetry, and shielding. Another one-third of the course is devoted to the
biological effects of ionizing radiation such as the production of lesions, stochastic and non-stochastic
effects, and risks at very low doses. The remaining lectures deal with radiation in the environment such
as the statistical analysis of environmental data, the iodine pathway, and monitoring for accidents.

The course is taught by members of the Radiological Health faculty at the University of Michigan.
In addition to the lectures, informal discussion sessions enable students and faculty to discuss specific
problems at length.

Fee for the course is $800 which includes text books, lecture notes, and a banquet. The deadline for
registration is April 20, 1981. For further information, contact Dr. Phillip Plato or Dr. A. P. Jacobson,
School of Public Health, University of Michigan, Ann Arbor, MI 48109, (313) 764-0523.

USC Family Practice Courses Offerings
April 12-14, 1981 or June 29-30, 1981, Tuition: $136.

Symposia organized for physicians and their families. A three-day course in Family Problems,
Aging and Sexuality will be offered April 12-14, 1981 and repeated June 28-30, 1981. Sponsored by the
University of Southern California School of Medicine Postgraduate Division. 18 hours of AMA/CMA
Category I credit.

March 3 through June 30, 1981, every Tuesday evening, Tuition: $325.

Symposia designed to provide the most current information and techniques for managing the prob-
lems encountered in the daily practice of Family Medicine. Tuesday evenings-7:00 to 10:15 p.m. 56
hours of AMA/CMA Category I credit.

For further information: Associate Dean, USC School of Medicine, Postgraduate Division, 2025
Zonal Avenue, KAM 307, Los Angeles, CA 90033. (213) 224-7051
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